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Objective: The objective of this study was to assess the biomechanical stability of three types of chondral
ﬂap repair techniques as well as a hydrogel scaffold implantation on the acetabular articular surface
using a physiological human cadaveric model.
Methods: Chondral ﬂaps were created in the antero-superior zone of the acetabulum in a series of hu-
man cadaveric hip joints. The chondral ﬂap was repaired by ﬁbrin glue, cyanoacrylate, suture technique
and an agarose hydrogel scaffold sealed with ﬁbrin glue using six hips in each case. After each repair, the
specimens were mounted in a validated jig and tested for 1500 gait cycles. In order to determine the
stability of the repair, specimens were evaluated arthroscopically at speciﬁc intervals.
Results: The ﬁbrin glue and cyanoacrylate techniques were technically the easiest to perform arthro-
scopically, all ﬂaps repaired with ﬁbrin were detached at 50 cycles while those repaired with cyanoac-
rylate lasted for an average of 635 cycles. On the other hand, both the suture repair and scaffold
implantation techniques were more technically challenging but were both stable till the endpoint of
1500 cycles.
Conclusion: Fibrin glue on its own does not provide sufﬁcient ﬁxation to repair chondral ﬂaps on the
acetabular surface. Cyanoacrylate repairs universally failed midway through the testing protocol
employed here, raising doubts as to the effectiveness of that technique. The suture and hydrogel scaffold
technique were the most reliable for chondral repair at any given cycle. The results of this biomechanical
study demonstrate the relative effectiveness of chondral repair and ﬁxation techniques.
© 2015 Osteoarthritis Research Society International. Published by Elsevier Ltd. All rights reserved.Introduction
Focal chondral injuries are often a result of sports injuries or
trauma, and are a common cause of joint pain and disability1. Due
to its avascular nature, articular cartilage has very limited capacity
for repair2. Injuries of the articular cartilage that do not penetrate
the subchondral bone (partial thickness) do not heal and usually
progress to the degeneration of the articular surface2. Since the
knee is the most commonly affected joint3, accounting for.J. Cassar-Gheiti, Department
rsity Hospital, Eccles Street,
ar-Gheiti), dbyrne24@tcd.ie
JM@indigo.ie (K.J. Mulhall).
ternational. Published by Elsevier Lapproximately 75% of all chondral lesions4; a lot of empirical work
has focused on cartilage repair in the knee. In fact, cartilage repair
techniques are one of the most cited topics in arthroscopic ortho-
paedic surgery and second most cited topic in orthopaedics5.
Cartilage lesions are common in the hip joint due to either trau-
matic or atraumatic pathologies6. A direct association between
acetabular labral injuries and chondral lesions of the femoral head
and acetabulum has been reported by various authors7,8.
There is growing interest in arthroscopic treatment of chondral
lesion in the hip joint, since they are a frequent cause of pain and
functional limitation. With increased availability of hip arthroscopy
over the past years9, repair techniques commonly applied to the
knee are being transferred to the hip joint10e13. The most common
treatment of chondral lesion in the hip joint is arthroscopic
debridement and microfractures14. Recently new techniques oftd. All rights reserved.
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repair with suture anchors13 or ﬁbrin glue12,15; while chondral
defects are being repaired with scaffolds10 or collagen mem-
branes16. These techniques are based on previous studies carried
out in the knee17e19. In addition these techniques of chondral repair
may reduce the progression of chondral lesion into end stage
osteoarthritis.
Currently the three main techniques used for chondral repair in
the hip joint are ﬁbrin glue15, suture anchors13, and a scaffold
implant such as autologous chondrocyte transplantation (ACT)10.
Mechanical properties of scaffolds are usually evaluated by doing
compression tests to characterise elasticity, durability and stability
under load20. Various authors have carried biomechanical studies
to assess the stability of implanted scaffolds in cadaveric knees
using continuous passive motion (CPM)19,21. While tissue engi-
neered constructs are attaining popularity in treating defects in the
knee, to our knowledge, these scaffolds have not been biome-
chanically tested in a physiological cadaveric hip model.
The objective of this study is to compare the biomechanical
stability of three different chondral ﬂap repairs and scaffold im-
plantation on the acetabular articular surface of the hip joint using
a physiological cadaveric model.Materials & methods
Specimen preparation
The present study was carried out on six fresh frozen human
cadavers. The specimens were handled under the recommenda-
tions and guidelines of the Human Tissue Act (2008). Ethical
approval of the study was granted by the Mater Misericordiae
University Hospital Research Ethics and University College Dublin
Human Research Ethics Committee e Sciences. The hips were
initially screened radiographically and arthroscopically for gross
arthritis, dysplasia and femoro-acetabular impingement. None of
the specimens showed any of the above conditions. Therewere two
male and two female donors, whose ages ranged from 40 to 49
years with an average of 45 years. The donors had an average
weight of 53 kg (40e65.8 kg) and an average height of 172 cm
(150e180 cm). The specimens were stored at 40C (40F) and
thawed at room temperature for preparation of the lesion, repair
and testing. All specimens were dissected of skin and muscles,
leaving an intact hip joint. Testing was carried out in speciﬁc
sequence starting with the ﬁbrin glue repair ﬁrst followed by the
cyanoacrylate repair, suture repair and leaving the scaffold repair
technique as the ﬁnal test. All specimens were carefully examined
arthroscopically after every experiment to ensure that the chondral
ﬂap was viable for further experimentation.Chondral defect preparation
An anterior arthrotomy to accesses the hip joint was used to
create chondral lesion, repair and allowed observation during
testing. The hip specimen was put under traction and the articular
surface was examined arthroscopically to conﬁrm the absence of
arthritis greater than a grade 2 Outerbridge score22. The labrum
was screened for any defects which may affect the natural hip seal
and ultimately the stability of the repair. Initially a 1 cm2 chondral
ﬂap was created in geographical zone 223, classiﬁed as a grade 4 in
the modiﬁed Outerbridge by McCarthy et al.24. The location of the
chondral lesion was chosen following retrospective data from our
institution and previous studies which showed that cartilage le-
sions during hip arthroscopy are mostly identiﬁed in geographical
zone 2, which is the antero-superior region of the acetabulum25.Chondral ﬂap repair
The chondral ﬂap created was repaired using three different
techniques, ﬁbrin glue, suture anchor and cyanoacrylate.
a. Tisseel™ (Baxter AG) was used for the ﬁbrin glue technique.
Fibrin glue was prepared using Fibrinotherm™ (Baxter AG)
heating system and mixing device as per manufacturer's in-
structions. The ﬁbrin glue was then applied behind the chondral
ﬂap and the cartilage ﬂap was compressed for 10 min until the
ﬁbrin clot has set. The joint was cleared from any excess ﬁbrin
glue and the cadaveric model was then transferred to the
biomechanical lab for testing.
b. In the suture anchor technique, the chondral ﬂap was repair
using 2.9 Osteoraptor™ (Smith & Nephew Ltd) anchor loaded
with 2e3 PDS™ II(Ethicon Inc.) size 2/0. Osteoraptor™ anchors
are bio-absorbable anchors incorporating hydroxyapatite, while
PDS™ II is a monoﬁlament synthetic absorbable suture. PDS II is
able to support tissue up to 6 weeks26 at which time its strength
is reduced by 40%. The anchor was positioned in the perilabral
sulcus above the chondral ﬂap. The suture was passed from the
perilabral sulcus into the pocket behind the chondral ﬂap
through the medial part of the labrum at its attachment to the
acetabular rim (a technique preferred by the senior author KJM)
rather than over the labrum, to maintain the sealing effect of the
labrum as much as possible. The suture was then passed
through the chondral ﬂap and back into the post-chondral
space, through the labrum to end up in the perilabral sulcus.
The method was repeated for the remaining sutures. The
chondral ﬂap was then stabilised with a series of knots in the
perilabral sulcus. Stability was checked by probing the chondral
ﬂap after which the specimen was transferred to the biome-
chanical lab for testing.
c. N-butyl-2-cyanoacrylate (Glubran® 2, GEM S.r.l) was used in the
cyanoacrylate (superglue) technique. Glubran® 2, GEM S.r.l is
the only cyanoacrylate currently approved for internal use in the
European Union27,28. The post-chondral space created was
initially dried and 0.2 ml of cyanoacrylate was injected using a
syringe. Polymerization of N-Butyle-2-cyanoacrylate is com-
plete at 3 s and pressure on the chondral ﬂapwas applied for 5 s.
After 10 min the joint was washed to remove any excess glue
and the ﬂap was probed to assess stability. The model was then
transferred to the biomechanical lab for testing.
d. The chondral ﬂap was completely debrided and a 1 cm2 chon-
dral defect was created. A 4% agarose hydrogel (type VII, Sig-
maeAldrich) was fashioned to match the shape of the defect as
much as possible. The shape matched hydrogel was implanted
in the defect and the scaffold chondral interface was sealed with
ﬁbrin glue (Tisseel™ Baxter AG). The scaffold was allowed to set
for 10min after which the joint was irrigatedwith saline and the
cadaveric model was transferred to the biomechanical lab for
testing.Mechanical loading
The mechanical tests were carried out in the biomechanical lab.
An Instron® multi axial 8870 series fatigue testing system with a
10 kN cell was used combined with a single axis hydraulic powered
second armwith a 1 kN cell in a customised conﬁguration (Fig. 1). A
custom made clamp was used to hold the hemi-pelvis in the Ins-
tron®. The hemi-pelvis was positioned in a lateral decubitus posi-
tionwhile the Instron®was used to simulate the threemain vectors
(X, Y, Z) acting on the hip joint in order to simulate a walking cycle
in the cadaveric model.
Fig. 1. A: Test Setup; A e Instron 8874, B e Normal Saline for lubrication, C e Axis 1 (Y) and Axis 2 (FY), D e Axis 3 (Z), E e customised low friction slider for the femoral shaft and F
e customized holder for the hemi-pelvis. B: Simpliﬁed schematic representation of the Test Setup: A e Instron 8874, B e Axis 1 (Y) and Axis 2 (FY), C e Axis 3 (Z), D e customised
low friction slider for the femoral shaft, E e Cadaveric hemi-pelvis and F e Customised holder for the hemi-pelvis.
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The resultant force acting on the hip joint during the gait cycle
published in various studies was adopted to develop the walking
cycle on the Instron® system29e31. The walking cycle was carried
out at 25% of the speciﬁc cadaveric body weight, representing 25%
weight bearing used during the ﬁrst 6e8 weeks rehabilitation after
cartilage repair as reported by most studies10e12 (Table I). The
variation in resultant force transmitted could be simulated at
maximum of 10 s per cycle which is 8.3 times slower than a normal
gait cycle (Fig. 2). Maximum end point of testing was taken at 1500
gait cycles, which is equivalent to 3000 steps, which is half of the
daily steps taken by a healthy individual32e34. Continuous motion
was interrupted at regular intervals to evaluate the integrity of the
chondral repair with a customised arthroscopic high deﬁnition
camera. The joint was lubricatedwith Ringer's solution running at a
rate of 1 ml per minute.
Statistical analysis
All statistical analyses were performed using SPSS ver.20. The
overall survival of the cartilage repair technique was calculated
using the KaplaneMeier method. The log-rank test was used to test
differences in the cause-speciﬁc survival between the four differentTable I
Values in Newton for the Cartesian forces at 25% weight bearing and rotation at the hip
Conﬁguration Force/25% body weight
Fx Fy Fz
Heel strike 73.99 70.70 450.52
Flat foot (other leg toe off) 0 126.61 317.34
Flat foot (other leg mid-swing) 0 85.50 251.57
Heel off 126.60 185.80 647.83
Toe off 29.59 0 100.30
Mid swing 14.80 0 34.53repair techniques, as well as the individual specimens. A P-value of
less than 0.05 was considered statistically signiﬁcant.
Results
Arthroscopic evaluation of the chondral repair was under taken
after 1,10, 25, 50,100, 250, 300, 400, 600,1000 and 1500 cycles. The
repair was evaluated for detachment, suture cut through and
instability.
Chondral ﬂaps repaired with ﬁbrin glue failed early during the
loading protocol, with ﬂap detachment occurring after 25 cycles in
four specimens with an average of 27 cycles to failure (range 10e50
cycles) (Fig. 3). The cyanoacrylate chondral repair failed after an
average of 635 cycles (range 10e1000) with three specimens failing
after 600 cycles and two specimens after 1000 cycles (Fig. 4).
Chondral ﬂaps repaired with the suture technique remained stable
till the end point of 1500 cycles (Fig. 5). Suture cut through the
chondral ﬂap was observed in three out of six specimens but this
had minimal effect on the overall stability of the repair (Fig. 6).
Chondral defects repair with the scaffold technique were found
to be stable till the end point of the study in all specimens with no
sign of detachment, slipping, mobilisation or loss into the joint
(Fig. 7). Fibrin glue (used as sealant) desloughing was noted in all
specimens but this did not affect the overall stability of the scaffold.joint for specimen 3
Resultant Rotations of femur () Rotations of pelvis ()
qx qy qz qx qy qz
462.00 1 34 4 0 0 5
341.66 0 15 8 2 0 7
265.70 0 0 0 0 0 0
685.74 3 12 5 2 2 5
104.57 7 5 13 1.5 2 5
37.57 0 32 12 2 0 1
Fig. 2. Graphical representation of the load applied (Z) during the gait cycle for
specimen 3 over 10 s. Negative value for the load is dependent on the direction of
movement of the third arm.
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survival function of the cartilage repair techniques. As seen in Fig. 8,
the suture anchors and scaffold techniques were identical and
survived until the end point of the experiment, i.e., 1500 cycles.
These techniques were vastly superior to either of the gluing op-
tions. In this study, the statistical analysis revealed that there was a
statistically signiﬁcant difference between the ﬁbrin glue and
cyanoacrylate repair techniques, where the P-value was less than
0.001. In addition the survival analysis also showed that there were
no statistically signiﬁcant differences due to the specimens used in
the analysis.Discussion
The ability to repair acute chondral injuries is an attractive
possibility in the battle against early osteoarthritis. Animal models,
which arewell accepted in cartilage research35, are inappropriate to
study ﬁxation techniques due to differences in human and animal
hip joint anatomy and biomechanics. The closest approximation to
the natural environment is offered by the human cadaveric hip,
which could be used to simulate the gait cycle in the post-operative
rehabilitation period10,12. Previous studies testing cartilage repair in
a cadaveric model have used simple sinus cyclic loading in both the
knee and hip joint19,21,36. Fontana et al. have recently reported on
the stability of polydioxanone scaffolds in a cadaveric hip joint
using continues passive motion performed by a manual operator36.
Our study is the ﬁrst study to compare four different cartilage repair
techniques in a human cadaveric hip joint under physiologicalFig. 3. Arthroscopic evaluation of the ﬁbrin glue repair; A e slight peripheral elevation of
complete chondral detachment after 25 cycles.loading. A complete gait cycle at 25% weight bearing was used to
simulate the initial phase of rehabilitation after cartilage repair
techniques and while other studies have used an end point of
maximum of 300 cycles19,21, in this study an endpoint of 1500 gait
cycles was used, which is equivalent to half a day of walking in the
average healthy individual32e34.
Different authors have conﬁrmed positive results with three
cartilage repair techniques in the hip joint either by direct chondral
repair13,15 or scaffold based10. The fourth technique (cyanoacrylate
repair) is not currently reported in literature, although cyanoacry-
late has been used extensively in other ﬁelds of surgery27,37,38. The
repair of a cartilage ﬂap using ﬁbrin glue is ideal, since it is fast,
relatively inexpensive and can be carried out arthroscopically12,15.
All these beneﬁts were conﬁrmed in the human cadaveric model
but the stability of the ﬂap repair with ﬁbrin glue was less than
satisfactory, with an average repair failure after 27 cycles. In vivo,
however, the ﬁbrin glue technique is combined with a micro-
fractures which potentiates the effect of the ﬁbrin glue with ad-
hesions forming at the site of the haematoma12,15. Strict
rehabilitation protocols with prolonged periods of immobilization
are used and appear to be fundamental in achieving satisfactory
results12,15. This would correlate with the reduced stability identi-
ﬁed in this study. Even though ﬁbrin glue is able to withstand
unidirectional forces applied on visceral organs such as bowel39
and liver40 up to 120 N41, it may be inadequate to use in chondral
repair, especially in the hip joint where multidirectional forces are
transmitted from the femoral cartilage to the acetabular cartilage in
the range 1000e2000 N29,30. Orthopaedic research with cyanoac-
rylates is limited to skin closure, tendon and meniscal repair42e44.
The safety of Glubran 2™ for internal use has been extensively
reported in gastrointestinal surgery27,38, so far however, there are
no reports in the literature describing its use for chondral repair. N-
butyl-2-cyanoacrylate is a liquid compound that polymerizes
rapidly in the presence of hydroxyl ions. It has been reported that
butyl and isobutyl cyanoacrylates are non-carcinogenic in living
organisms unlike ethyl and methyl cyanoacrylate compounds45. N-
butyl-2-cyanoacrylate have been approved for internal use
including endoscopic treatment of bleeding ulcers46, occlusion of
biliary47, ﬁxation of polypropylene mesh in open27 and laparo-
scopic hernia repair28. A biomechanical study on the use of
cyanoacrylate for meniscal repair reported decrease failure rates
when compared to vertical suture repair42 but no in vivo study is
yet available. Cyanoacrylate repair was included in this study due to
its quick application, biocompatibility and high adhesive strength
when compared to ﬁbrin glue48. The cyanoacrylate chondral repair
was the easiest out the four techniques used due to ease of appli-
cation and fast drying of the glue. Chondral repair integrity using
cyanoacrylate was better than ﬁbrin glue repair but none of the
repairs were stable enough to reach the end point of 1500 cyclesthe chondral ﬂap after 1 cycle, B e increased peripheral elevation after 10 cycles, C e
Fig. 4. Arthroscopic evaluation during load testing the cyanoacrylate repair. A e Repair completely stable after 25 cycles, B e break in peripheral seal after 100 cycles, C e increased
detachment of repair after 250 cycles, D e increased elevation of the chondral ﬂap after 400 cycles, E e partial detachment of the chondral ﬂap after 600 cycles and F e complete
detachment of the chondral ﬂap after 1000 cycles.
Fig. 5. Arthroscopic evaluation during loading the suture repair.
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was at 635 cycles, with a maximum of 1000 cycles in two speci-
mens. Kull et al. have compared the adhesive properties of ﬁbrin
glue (Tissucol/Tisseel) and N-butyl-2-cyanoacrylate (Glubran 2),
and reported higher resistance to the load applied for cyanoacrylate
when used for skin closure48. Stronger adhesive properties of cy-
anoacrylates when compared to ﬁbrin glue, would account for the
increased chondral ﬂap repair stability demonstrated in this study
when cyanoacrylate was used.
Suture anchors are commonly used in orthopaedic surgery in
both shoulder and hip joint49,50. These anchors offer advantages
over traditional suture ﬁxation techniques51. The mean ultimateload failures for hip anchors ﬁxed in the acetabular rim of cadaveric
model in one study ranged from154 N to 255 N52. Suture anchors in
the hip are mostly used for labral tear repair with only one study
reporting their use for cartilage repair13,50. Although the suture
anchor technique is a more demanding technique than both ﬁbrin
and cyanoacrylate repair, it resulted in the most stable chondral
ﬂap repair. All six-chondral ﬂap repairs remained stable until the
end point of 1500 cycles with only two specimens showing reduced
chondral ﬂap integrity due to suture cut through. Further animal or
in vivo studies are required to assess if the anchor or the sutures are
able to irritate the hip joint until they are hydrolysed by the body.
Passing sutures through the base of the labrum, rather than over
Fig. 6. Figure showing suture cut through cartilage ﬂap after 50 cycles. Tip of probe
demonstrating region of cut through.
Fig. 8. KaplaneMeier analysis for the cartilage repair techniques.
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producing a negative suction pressure and a ﬂuid seal in the hip
joint to further stabilize the chondral ﬂap and reduce the frictional
forces when a suture anchor technique is used for the repair53.
Suture cut through (Fig. 6) was the main problem with this tech-
nique and this was observed mainly when too much tension was
applied to the chondral ﬂap.
Scaffold repair of chondral defects with ACT was initially used
for chondral defects in the knee joint19,54. Recently Fontana et al.,
have reported improvement in pain and walking scores in patients
who underwent arthroscopic scaffold repair of chondral defects
compared to patients who underwent isolated chondral debride-
ment10. Scaffold repair is again a demanding technique when
compared to ﬁbrin and cyanoacrylate chondral repair. Tissue
engineered implants can either consist of a one-stage or two stage
procedure depending onwhether chondrocytes are harvested from
a non-weight bearing area before being combined with the scaffold
prior to implantation. A one stage procedure is often combined
with microfracture and does not require harvesting chondrocytes.
Instead this technique relies on the migration and proliferation of
MSC cells from the subchondral bone into the scaffold. This is
known as autologous matrix-induced chondrogenesis (AMIC) and
some authors have reported promising results16,55. The scaffold
repair technique for chondral defects was found to be the most
stable repair at any cycle, and all six specimens demonstrated full
integrity until the end point of 1500 cycles. The agarose hydrogel
scaffold was chosen due to its intrinsic rigidity with a tendency toFig. 7. Arthroscopic evaluation during lorecoil in its original formwhen bent. It is possible that several other
scaffolds have similar properties and therefore can be used for
chondral repair. Scaffold repair of chondral defects in the acetab-
ulum has features of intrinsic stability; the femoral head, together
with the negative intra-articular pressure, represents an effective
biological mechanism for stabilising the scaffold on the acetabular
cavity. Fontana et al. reported 67% polydioxanone scaffold stability
in their manually controlled cadaveric model36, while this study
demonstrates 100% stability of hydrogel scaffolds implanted in
chondral defects of approximately 1 cm2 in the acetabular articular
surface. The stability of the scaffold in the concave acetabular sur-
face is greater than that on the convex surface of the femoral head.
The pressure of the femoral head against the acetabulum and the
sharp margins of the chondral lesion obtained by accurate
debridement, tend to contribute to the increased stability of the
scaffold10. Furthermore, during the study it was observed that the
hydrogel scaffolds tend to compress below the level of the sur-
rounding cartilage when load is applied, this tends protect the
scaffold from shear forces produced during hip movements. The
natural environment of the hip is complex and difﬁcult to simulate,
therefore, in order to assess post-operative rehabilitation in carti-
lage repair the most viable option is to use human cadaveric hips in
combination with mechanical loading. The use of cadaveric hips in
this study could be perceived as a possible limitation in that
cadaveric tissue obviously does not have the ability to heal and thus
we cannot know the long term outcomes of repair techniquesading the agarose hydrogel scaffold.
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have human cadaveric biomechanical data, as provided here,
relating to the behaviour of the acute repairs under physiologic
loads to inform appropriate subsequent in vivo techniques and
studies. Re-using the cadaveric specimens for the four different
tests may have resulted in degradation of the chondral ﬂap,
although from our results this was not the case. All tests were
carried out sequentially, with the ﬁbrin chondral repair as the ﬁrst
experiment in each cadaveric specimen. Furthermore, meticulous
arthroscopic examinationwas carried out after every test to ensure
viability of the chondral ﬂaps in each test.
In conclusion, this study demonstrates that in a physiological
cadaveric model, suture repair is the most stable technique to use
for chondral ﬂap repair, while a scaffold repair demonstrated high
stability when presented with a chondral defect. Randomized
controlled clinical trials are required to ascertain the best approach
to chondral ﬂap and chondral defect repair in the hip joint.
Contributions
All authors have contributed signiﬁcantly to the conception and
design of the study, analysis and interpretation of data, critical
appraisal and approval of the submitted version.
Funding
This work was supported by funds provided by the Orthopaedic
Research and Innovation Foundation, Ireland.
Acknowledgements
The authors would like to thank Mr Peter O'Reilly from the
Mechanical and Manufacturing Engineering department Trinity
College Dublin, Ireland for his assistance with the development of
the testing rig and the Radiology department in the Mater Miser-
icordiae University Hospital for their assistance with the radio-
graphic investigations of the cadaveric hip joints.
References
1. Peters CL, Erickson J. The etiology and treatment of hip pain in
the young adult. J Bone Joint Surg Am 2006;88(Suppl 4):20e6.
2. Rolauffs B, Muehleman C, Li J, Kurz B, Kuettner KE, Frank E,
et al. Vulnerability of the superﬁcial zone of immature articular
cartilage to compressive injury. Arthritis Rheum 2010.
3. Flanigan DC, Harris JD, Trinh TQ, Siston RA, Brophy RH. Prev-
alence of chondral defects in athletes' knees e a systematic
review. Med Sci Sports Exerc 2010 Oct;42(10):1795e801,
http://dx.doi.org/10.1249/MSS.0b013e3181d9eea0.
4. Obedian RS, Grelsamer RP. Osteochondritis dissecans of the
distal femur and patella. Clin Sports Med 1997;16:157e74.
5. Cassar Gheiti AJ, Downey RE, Byrne DP, Molony DC, Mulhall KJ.
The 25 most cited articles in arthroscopic orthopaedic surgery.
Arthroscopy 2012;28:548e64.
6. Clohisy JC, Beaule PE, O'Malley A, Safran MR, Schoenecker P.
AOA symposium. Hip disease in the young adult: current
concepts of etiology and surgical treatment. J Bone Joint Surg
Am 2008;90:2267e81.
7. Byrd JW. Labral lesions: an elusive source of hip pain case
reports and literature review. Arthroscopy 1996;12:603e12.
8. McCarthy JC, Noble PC, Schuck MR, Wright J, Lee J. The Otto E.
Aufranc Award: the role of labral lesions to development of
early degenerative hip disease. Clin Orthop Relat Res 2001:
25e37.
9. Colvin AC, Harrast J, Harner C. Trends in hip arthroscopy.
J Bone Joint Surg Am 2012;94:e23.10. Fontana A, Bistolﬁ A, Crova M, Rosso F, Massazza G. Arthro-
scopic treatment of hip chondral defects: autologous chon-
drocyte transplantation versus simple debridement-a pilot
study. Arthroscopy 2012;28:322e9.
11. Philippon MJ, Schenker ML, Briggs KK, Maxwell RB. Can
microfracture produce repair tissue in acetabular chondral
defects? Arthroscopy 2008;24:46e50.
12. Tsaveas AP, Villar RN. Arthroscopic repair of acetabular
chondral delamination with ﬁbrin adhesive. Hip Int 2010;20:
115e9.
13. Sekiya JK, Martin RL, Lesniak BP. Arthroscopic repair of
delaminated acetabular articular cartilage in femoroacetabular
impingement. Orthopedics 2009;32.
14. Haviv B, Singh PJ, Takla A, O'Donnell J. Arthroscopic femoral
osteochondroplasty for cam lesions with isolated acetabular
chondral damage. J Bone Joint Surg Br 2010;92:629e33.
15. Stafford GH, Bunn JR, Villar RN. Arthroscopic repair of
delaminated acetabular articular cartilage using ﬁbrin adhe-
sive. Results at one to three years. Hip Int 2011;21:744e50.
16. Mancini D, Fontana A. Five-year results of arthroscopic tech-
niques for the treatment of acetabular chondral lesions in
femoroacetabular impingement. Int Orthop 2014;38:2057e64.
17. Steadman JR, Rodkey WG, Rodrigo JJ. Microfracture: surgical
technique and rehabilitation to treat chondral defects. Clin
Orthop Relat Res 2001:S362e9.
18. Brittberg M, Tallheden T, Sjogren-Jansson B, Lindahl A,
Peterson L. Autologous chondrocytes used for articular carti-
lage repair: an update. Clin Orthop Relat Res 2001:S337e48.
19. Drobnic M, Radosavljevic D, Ravnik D, Pavlovcic V,
Hribernik M. Comparison of four techniques for the ﬁxation of
a collagen scaffold in the human cadaveric knee. Osteoarthritis
Cartilage 2006;14:337e44.
20. Grad S, Zhou L, Gogolewski S, Alini M. Chondrocytes seeded
onto poly (L/DL-lactide) 80%/20% porous scaffolds: a
biochemical evaluation. J Biomed Mater Res A 2003;66:571e9.
21. Bekkers JE, Tsuchida AI, Malda J, Creemers LB, Castelein RJ,
Saris DB, et al. Quality of scaffold ﬁxation in a human cadaver
knee model. Osteoarthritis Cartilage 2010;18:266e72.
22. Outerbridge RE. The etiology of chondromalacia patellae.
J Bone Joint Surg Br 1961;43-B:752e7.
23. Ilizaliturri Jr VM, Byrd JW, Sampson TG, Guanche CA,
Philippon MJ, Kelly BT, et al. A geographic zone method to
describe intra-articular pathology in hip arthroscopy: cadav-
eric study and preliminary report. Arthroscopy 2008;24:
534e9.
24. McCarthy JC, Noble PC, Schuck MR, Wright J, Lee J. The
watershed labral lesion: its relationship to early arthritis of the
hip. J Arthroplasty 2001;16:81e7.
25. McCarthy JC, Lee JA. Arthroscopic intervention in early hip
disease. Clin Orthop Relat Res 2004:157e62.
26. Ethicon.
27. Kukleta JF, Freytag C, Weber M. Efﬁciency and safety of mesh
ﬁxation in laparoscopic inguinal hernia repair using n-butyl
cyanoacrylate: long-term biocompatibility in over 1,300 mesh
ﬁxations. Hernia 2012;16:153e62.
28. Testini M, Lissidini G, Poli E, Gurrado A, Lardo D, Piccinni G.
A single-surgeon randomized trial comparing sutures, N-butyl-
2-cyanoacrylate and human ﬁbrin glue formesh ﬁxation during
primary inguinal hernia repair. Can J Surg 2010;53:155e60.
29. Adams D, Swanson SA. Direct measurement of local pressures
in the cadaveric human hip joint during simulated level
walking. Ann Rheum Dis 1985;44:658e66.
30. Bergmann G, Deuretzbacher G, Heller M, Graichen F,
Rohlmann A, Strauss J, et al. Hip contact forces and gait pat-
terns from routine activities. J Biomech 2001;34:859e71.
A.J. Cassar-Gheiti et al. / Osteoarthritis and Cartilage 23 (2015) 1018e1025 102531. Paul JP. Force actions transmitted by joints in the human body.
Proc R Soc Lond B Biol Sci 1976;192:163e72.
32. Bassett Jr DR, Cureton AL, Ainsworth BE. Measurement of daily
walking distance-questionnaire versus pedometer. Med Sci
Sports Exerc 2000;32:1018e23.
33. Tudor-Locke C, Jones R, Myers AM, Paterson DH,
Ecclestone NA. Contribution of structured exercise class
participation and informal walking for exercise to daily
physical activity in community-dwelling older adults. Res Q
Exerc Sport 2002;73:350e6.
34. Welk GJ, Differding JA, Thompson RW, Blair SN, Dziura J,
Hart P. The utility of the Digi-walker step counter to assess
daily physical activity patterns. Med Sci Sports Exerc 2000;32:
S481e8.
35. Reinholz GG, Lu L, Saris DB, Yaszemski MJ, O'Driscoll SW.
Animal models for cartilage reconstruction. Biomaterials
2004;25:1511e21.
36. Fontana A, Bistolﬁ A, Crova M, Massazza G. Primary stability of
a PGLA/Polydioxanone membrane for potential autologous
chondrocyte implantation in the hip joint. A cadaveric study.
Hip Int 2013;23:337e42.
37. Hobbs CG, Darr A, Carlin WV. Management of intra-operative
cerebrospinal ﬂuid leak following endoscopic trans-
sphenoidal pituitary surgery. J Laryngol Otol 2011;125:311e3.
38. Paajanen H, Kossi J, Silvasti S, Hulmi T, Hakala T. Randomized
clinical trial of tissue glue versus absorbable sutures for mesh
ﬁxation in local anaesthetic Lichtenstein hernia repair. Br J
Surg 2011;98:1245e51.
39. Nicoson ZR, Buckley CA. Bond strength of ﬁbrin glue between
layers of porcine small intestine submucosa (SIS). Biomed Sci
Instrum 2002;38:179e84.
40. Lacaze L, Le Dem N, Bubenheim M, Tsilividis B, Mezghani J,
Schwartz L, et al. Tensile strength of biological ﬁbrin sealants:
a comparative study. J Surg Res 2012;176:455e9.
41. Schug-Pass C, Jacob DA, Lippert H, Kockerling F. Differences in
biomechanical stability using various ﬁbrin glue compositions
for mesh ﬁxation in endoscopic inguinal hernia repair. Surg
Endosc 2012;26:3282e6.
42. Ayan I, Colak M, Comelekoglu U, Milcan A, Ogenler O,
Oztuna V, et al. Histoacryl glue in meniscal repairs (a biome-
chanical study). Int Orthop 2007;31:241e6.43. Reckers LJ, Fagundes DJ, Cohen M, Raymundo JL, Moreira MB,
Paiva VC. Medial meniscus transplantation using cyanoacry-
late in rabbits. Acta Cir Bras 2006;21:92e6.
44. Oztuna V, Yilmaz A, Yilmaz C, Eskandari MM, Ayan I, Milcan A,
et al. The use of N-butyl-2-cyanoacrylate (Histoacryl) in pri-
mary tendon repair: a biomechanical study with sheep ﬂexor
tendons. Acta Orthop Traumatol Turc 2005;39:258e62.
45. Bhaskar SN, Frisch J. Use of cyanoacrylate adhesives in
dentistry. J Am Dent Assoc 1968;77:831e7.
46. DhimanRK, ChawlaY, Taneja S, BiswasR, SharmaTR,Dilawari JB.
Endoscopic sclerotherapy of gastric variceal bleeding with N-
butyl-2-cyanoacrylate. J Clin Gastroenterol 2002;35:222e7.
47. Seewald S, Groth S, Sriram PV, Xikun H, Akaraviputh T,
Mendoza G, et al. Endoscopic treatment of biliary leakage with
n-butyl-2 cyanoacrylate. Gastrointest Endosc 2002;56:916e9.
48. Kull S, Martinelli I, Briganti E, Losi P, Spiller D, Tonlorenzi S,
et al. Glubran2 surgical glue: in vitro evaluation of adhesive
and mechanical properties. J Surg Res 2009;157:e15e21.
49. Thal R, Nofziger M, Bridges M, Kim JJ. Arthroscopic Bankart
repair using Knotless or BioKnotless suture anchors: 2- to 7-
year results. Arthroscopy 2007;23:367e75.
50. Philippon MJ, Schroder e Souza BG, Briggs KK. Labrum:
resection, repair and reconstruction sports medicine and
arthroscopy review. Sports Med Arthrosc 2010;18:76e82.
51. van Oostveen DP, Schild FJ, van Haeff MJ, Saris DB. Suture
anchors are superior to transglenoid sutures in arthroscopic
shoulder stabilization. Arthroscopy 2006;22:1290e7.
52. Ruiz-Suarez M, Aziz-Jacobo J, Barber FA. Cyclic load testing and
ultimate failure strength of suture anchors in the acetabular
rim. Arthroscopy 2010;26:762e8.
53. Cadet ER, Chan AK, Vorys GC, Gardner T, Yin B. Investigation of
the preservation of the ﬂuid seal effect in the repaired,
partially resected, and reconstructed acetabular labrum in a
cadaveric hip model. Am J Sports Med 2012;40:2218e23.
54. Knecht S, Erggelet C, Endres M, Sittinger M, Kaps C, Stussi E.
Mechanical testing of ﬁxation techniques for scaffold-based
tissue-engineered grafts. J Biomed Mater Res B Appl Bio-
mater 2007;83:50e7.
55. FontanaA. A novel technique for treating cartilage defects in the
hip: a fully arthroscopic approach to using autologous matrix-
induced chondrogenesis. Arthrosc Tech 2012;1:e63e68.
